& '
MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ﬂ63—047192

DEPARTMENT OF PUBLIC HEALTH AND WELFARE . agaa ? STATE FILE MU
7 1
. Registrarion District No. ______ . focero..Primary Registration District NS=¥____"~ % Registrar's No. £ ___7_#" HUMBER

DO NOT WRITE
ON THIS STUB AMENDED

2. USUAL RESIDENCE (Where deceased lived. [t inatitution: Residance befors

Butlel' a. STATE MiS S(BLtBLﬁ:rrY But 181“ admision)

b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY Inside Limits
OR )

TOWN L T Poplar Bluff owv  Qulin Yo NeK

c. ;%éPT‘I?ATEogF (1f NOT In hospiral, give location) Inside Limits d. SIIZI)%EEETSS {If curside, give locarion} Reside on Form
. Al
mstution: Lbucy Lee Hospital YesXI No [ Rte. 2 Yes O No (]

Vs 300
Rev. 4/ 59

/97
20742 0

3 ) . NAME OF DECEASED First Middle _Last 4. DATE Month Day Year

(Type o print) THOMAS ROSCOE HOLLINGSWORTH D?:TH Dec . 2 8 1963
2 (D T o COLOR On RACE 7. Married [] Never Married [] |8. DATE OF BIRTH | 9- AGE (last birthday) {IF UNDER | YEAR | IF UNDER 24 HR

Widowed Divorced - Months | Daya Hours Min.

Male White X 0 |Dec.29,1883 79" |
10a. USUAL OCCUPATION {Give kind of work done | 10b, KIND OF BUSINESS OR INDUSTRY( 11. BIRTHPLACE (Ciry and state ¢ country} | 12. CITIZEN OF WHAT COUNTRY
uring most of working life, even if retired}

armine Hot Sprinegs, Ark, U.S.A.

13a. FATHER'S NAME [ 13b. MOTHER'S MAIDEN NAME 14. NAME QF HUSBAND CR WIFE

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 17. ‘;ﬁFDIMANT _%%
{Yes, r unknown) | {If yes, give war or dates of servi
" No ot yeu oive Dosee Graham, Hot Springs, Ark

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, "8nd 1. 77 °F INTERVAL BETWEEN
PART |. DEATH WAS CAUSED QNSET AND DEATH

IMMEDIATE CAUSE (s} Cerebrovascular accident. 3 weeks.

DATE AMENDED

DOCUMENT

Conditions, if any, DUE TO (b} Pneumonia. 18 days.

which gava rie to
above cause [a),

i h ndar- .
inad come fast.]  DUE 1O (¢} Uremia, 3 weeks,

PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART 1l1. If deceased was female was
disease condition given in PART I {a) there a pregnancy in last 90 days.

O Yes ] O Ne I [0 Unknewn

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of Injury in PART | or PART Il of item 18.)
PERFORMED? ] a
YES (O NO

20c. TIME OF Hour Month, Day, Yeasr
INJURY am,
p.m.

INSTEAD OF

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

20d. INJURY QCCURRED 20e. PLACE OF INJURY [e.g., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, facrory, atreet, oﬂn:e bldg., ekc.)

J
NOT WHILE AT WORK [

"8 63 1o. 12 28 _63 and last saw mu“vﬂ on 12_28_63

Be m on the date stated above, and to the best of my knewladge, from the causes stated.

21, | sttended the decassed from

Death occurred 31

_ 256, ADDRESS U North Second STreet |22 DATE SIGNED
; W m D] T Foplar BIuE, Hissours 2% .

235, BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county}) (State)
REMOVAL (Specify)

Buria Dec.30,1963 Berger Cemetery Ogelsv.ille. Migsouri

24, FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL RE SIGNATUR

Landess Funeral Home, Campbell Mo 7 - ;"/

[Licensed Embaimers Statemen? on Reverss Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificale was embalmed by me,

or by Styudent Embalmer No.__ =

working under my personal supervision. f i 5
Student Signed ‘CG.M/
Signature of Stydent Embaslmer

Licensed Embal

P. ©. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls CWN HANDWRITING (Yailure to comply
with the above constitutes grounds for revocation of license). .
If embalmed by a STUDENT, he also shall sign in his OWN handwrnmg
_ If this b_oc_:ly is not embalmed, fact should be so stated above.

H




